Hematology revealed hemoglobin 8.5 g/dL with normal leukocyte and platelets count. The peripheral blood film showed microcytic hypochromic red cells. The iron profile was consistent with the diagnosis of iron deficiency anemia. Liver function tests, renal function tests, and electrolyte were within normal limit. The hormone profile showed a deficiency of anterior pituitary hormones [ Table 1 ]. The contrast enhanced magnetic resonance imaging of pituitary fossa showed empty sella [ Figure 1a and b]. The deficiency of anterior pituitary hormones, brain imaging, clinical history, and physical examination were consistent with the diagnosis of panhypopituitarism because of Sheehan's syndrome. She was treated with intravenous fluids, glucocorticoid replacement, and then thyroxin was added. At 1-month follow-up, the patient was apparently asymptomatic.
Sheehan's syndrome is one of the leading causes of hypopituitarism in young females in the underdeveloped or developing countries. This occurs due to ischemic pituitary necrosis after severe PPH. The exact mechanism is still unclear. The pituitary hypoperfusion and necrosis are considered because of hypotension and anterior pituitary arterial vasospasm, thrombosis, or vascular compression following severe PPH. [1, 2] The onset of signs and symptoms of hypopituitarism depends on the degree of anterior pituitary hormone deficiency and usually does not occur till the 75% of pituitary damage. [2] The clinical spectrum of Sheehan's syndrome is wide and varies from nonspecific symptoms such as weakness, fatigue, and anemia to severe secondary adrenal failure and hypothyroidism resulting in coma and death. Among the common clinical symptoms, absence of lactation is the first to appear after the delivery. Other symptoms of the syndrome are amenorrhea, loss of libido, loss of pubic and axillary hair, hypoglycemia, and symptoms related to central hypothyroidism. [2, 3] The diagnosis of Sheehan's syndrome immediately after severe PPH is reported in few cases. Majority of patients remain undiagnosed for decades. Sheehan's syndrome rarely present with recurrent hypoglycemia, which occurs because of adrenal insufficiency and lack of counter-regulatory mechanisms of hypoglycemia. [4] [5] [6] [7] Our patient presented because of recurrent hypoglycemia and she also had the symptoms related to central hypothyroidism, lactation failure, and anemia. The possibility of lymphocytic hypophysitis, which is a rare autoimmune entity common in pregnancy, was excluded because of the absence of clinical sign and symptom of the disease, presence of typical obstetric history, and imaging studies. The cause for recurrent hypoglycemia in our patient was acute adrenal insufficiency with absent counter-regulatory mechanisms. An isolated adrenal insufficiency is rarely severe enough to cause hypoglycemia. There was a lack of counter-regulatory mechanisms because of steroids and growth hormone deficiency, secondary to hypopituitarism, which precipitated hypoglycemia. The cortisol deficiency depletes glycogen store, decreases gluconeogenesis, and blunts epinephrine response in symptomatic hypoglycemia. The very low level of serum insulin and c-peptide along with decreased anterior pituitary hormones is explained by decreased secretion of insulin in response to hypoglycemia, to prevent further deterioration of hypoglycemic attack. The electrolytes were normal in secondary hypoaldosteronism as aldosterone is under the control of rennin angiotensin system also.
To conclude, patient presenting with "fasting intolerance and recurrent hypoglycemia" after PPH and having clinical picture suggestive of hypothyroidism should be evaluated for Sheehan's syndrome and hormone replacement should be considered at the earliest.
